THE DIVISION OF HEALTH OF MISSOURI l’?O’?S

Mo. 300
w2 | HILED MAY 2§ 1955 . STANDARD CERTIFICATE OF DEATH Stote File Now i b o 2
BIRTH NO. . _ REG. DIST. NO. ___3_1_8_ PRIMARY REG. DIST, mc1_0_0_3_.. Kegistrar's No. 4116
3 1. PLACE OF DEATH : 2 USUAL RESIDENCE (Whare deceased lived, If lnatitatlon: residence befare
a. COUNTY a. STATE Missouri b. COUNTY adscimdon).
B, CITY (f ouide corpurate limite, write RURAL and sive | 5. LENGTH OF || < oy © A I Mestdeocs Wit Totts of
OR . townahip)| STAY (in this place) OR . . sty i ru'punt-l townt K
d. FULL NAME OF (If not in hospital or Instivution, give strest add or looatd o STREET (If rursl, give location) - l
HOSPITAL OR ) ADDRESS é
INSTITUTION. - 3 v Avenue

3.6<IAME %FD . 8. (First) b. (Miadle) c. (Last) - 4. Ds';'E {Month) (Day) (Year)
) (tvpor iy ROSE. UNGAR AT May 8, 1955
F UNDER 5 YEAN | o (wOHR b0 RS,

5. SEX / 8, COLOR OR RACE | 7. MARF&EE EIEVER PéSREIED 8. DATE OF BIRTH 9.:.?E {In n)-n 5 moe
{Bpe: . birthday) oan! Dars
Female {White _:ﬁgﬁgﬁcné? March.4,1884 l 71 112 [ L

10a. USUAL OCCUPATION (GiveXind of work- | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE . T 12. CiTIZEN
done durlng mows of working lify, tmunﬂ::l) - DUSTRY ik (City and State or Foraigs Comntcy) O COUNTRY?FWHAT

Homl Min

At home St. Louis, Missouri UsS.A.
f3a. FATHER'S NAME 13b., MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR ¥IFE
Philip Philipson. Frieda Eppe | Herman Ungar _
15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT'S S5IGNATURE OR NAME ADDRESS
(Yea, Bo, o7 gnknown} | (If res, mive war or dates of servics) NO.

no - no LoA, Relchenberg-#s Crosswinds Drive.
18, CAUSE OF DEATH - o . T - MEDICAL, CERTIFICATIO INTERVAL BETWEEN

' ’ ONSET AND QEATH 4
Enter only onecausoper | 1. DISEASE OR CONDITION '
Jinefor (a), (b), and (¢} | CIRECTLY LEADING TO DEATH*(y) — C¢ M M.‘ . St 2 g

*This docs mot mean | ANTECEDENT CAUSES - f
the mode of dying, tuch | Morbid conditions, if any, giring DUE TO (b) : ! ™
az heartfollure, asthends, | Tite to the abooe cause (o) stating [ 3

ete. It means the dig. | ' Ihe underlying eause last. - . AR o e S
case, infury, or complica- DUE TO (6)
tion which coused dcatb.‘v 11. OTHER SIGNIFICANT CONDITIONS | ' B
" Conditions mﬂmumg:omdmmw
related to the disense or condition cousing deatd. .
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS CF OPERATION e L . 2. AUTOPSY?
TION
ves [ no [
21a. ACCIDENT (Bpacily) 21b. PLACEOF INJURY {ex..inorabort | 21c. (CITY,. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE . boma, farm, {actory, street, offios bldy.,et0.)
HOMICIDE - - : ) - - oo -
21d. TIME (Month) {Day) (Year) (Houn 21e. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?
) - - WHILE AT NOT WHILE
INJURY . WORK AT WORK "f a0 I
2. I hereby certify that 1 at!endedlt_‘]‘i;.decmed Jrom L! ! Ig rr io ~§/7 , 192 Y | that I last saiv the deceased
alive on , 193 ¥ and that death occurred al < m., from the causes and on the daie siated above.
23a. SIGNATURE ) . . (Degroe or title) Z1b. ADDRESS o . . . Z3c. DATE S}GNED
24a. BURIAL, CREMA. | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY | 24d. LOCATION (Olty, town, or county) (tato)

TI?{IeREMOVALfo 5/11/55

DATE REC'D BY LOCAL SIGNATURE

MAY 9

Mt, Sinai Cemetery ~Louis County, Missouri

25. FUNERAL DIRECTO& 8 SIGNATURE "~ ADDRESS

A-Herman Rindskopf,Inc.,5216 Delmar

{Licensed Embalmer's Statement on Reverme Slde)

WRITE PLAINLY—USING UNFADING BLACE INE—MAEKE A PERMANENT RECORD




T STATEMENT BY LICENSED EMBALMER

-4

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal

byme, or by ... . s Ve , Student Embalmer No.............

warking under my personal supervision..

Student ..cciiiiiiiaiiiiiiiiiieii et aaeaaan 4 : - 7 A £y Oy
Signature of Student Embalmer ,
Licensed Embalmer No% ?4

P. O. Address %%

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

" this body is not embalmed, fact should be so stated above.

T




